Duodenogastric reflux: is there any progress?
Human duodenogastric reflux has been recognised since 1833, when Beaumont' noted regurgitation of bile into the stomach of his famous patient with a fistula (Alexis St Martin) when a thermometer was pushed against the gastric antrum or during "violent passion." Interest in the phenomenon has grown in the past 10-15 years, largely because of the possible association with gastric mucosal disease. The popular hypothesis2 is that the presence of duodenal contents in the stomach might damage the gastric mucosal barrier, which normally prevents back diffusion of hydrogen ion. This would produce mucosal damage, gastritis, and eventually gastric ulceration. Though attractive, this hypothesis remains unsupported by convincing experimental evidence. Many of the problems associated with the concept were discussed recently at the first international symposium on duodenogastric reflux. 3 One of the interesting recent findings is that the retrograde passage of duodenal contents into the stomach is normal, both during fasting and after feeding. Evidence for this conclusion has come from direct sampling studies4 and from non-invasive techniques using a gamma camera to trace the passage of isotopes excreted in bile. 
Families in high-rise flats
Poor housing is known to be bad for health, so it is doubly disappointing that the high-rise flats built in the 1960s have been associated, despite their modern amenities, with an increased prevalence of mental illness. It was, after all, the urgent need for slum clearance and rebuilding of the innercity areas in the postwar years that encouraged local authorities to opt for this form of high-density housing. Since then the architects have learnt that with careful planning very high densities of population may be housed without resort to highrise buildings,' but that provides no comfort for those who must continue to occupy the tower blocks of the '60s.
Probably the most quoted conclusion to come out of studies on the residents of high-rise flats is that mothers of young children are particularly at risk of psychiatric illness. Fanning2 studied servicemen's families in Germany and found that young wives (aged 20-29) in flats of up to four storeys consulted their general practitioners about psychoneurotic symptoms more frequently than a comparable group of wives living in houses. In 1970 the National Society for the Prevention of Cruelty to Children3 conducted interviews with one or more members of 280 families in high-rise flats. The findings confirmed and extended Fanning's conclusions by showing that mothers with young children living in tower blocks were particularly liable to social isolation and symptoms of psychiatric disorders. In contrast, in families with teenage children the mothers were reported to be relatively symptom free.
More recently, however, Brown et a14 have shown that mothers with three children aged 14 or less are at higher risk of depression than women generally, raising doubts about whether the studies on flats were adequately controlled for factors apart from housing. These authors included poor housing as a factor in chronic psychiatric morbidity (the four indices being overcrowding, extreme physical deprivation, problems with noise, and lack of security of tenure), but they made no specific mention of high-rise accommodation.
Two well-designed studies have answered some of these questions. Richman5 looked at three matched groups of 25 London families, each with at least two children aged under 5, living in high-rise flats, low-rise flats, and houses. Each of the three groups rented accommodation from the local authority. Though she found no difference in mental health in the three groups, the women living in high-rise flats expressed greater dissatisfaction with their housing. This was also reflected in the expressed intention to move in 48°,, of the people living in high-rise flats, 280 of the people in low-rise flats, and 12%O of the people living in houses.
A study in Bristol by Ineichen and Hooper6 tends to support Richman's findings. In a redeveloped central urban area about a quarter of the wives in high-rise flats were receiving medical treatment for psychiatric symptoms. In house dwellers living in the same area, however, the proportion receiving treatment was also high. In a follow-up study7 18 months later 400 " of the house dwellers and 60%/o of the flat dwellers had moved away. The mental health of the remaining families in the different groups had become nearly comparable.
Exactly how important living in high-rise flats is as a factor in the development of mental illness remains uncertain, but from a consumer's point of view certain facts have been established. The strong dissatisfaction with this sort of accommodation in families with young children, though it may be partially offset by unusually good play facilities, should determine that such families should be housed elsewhere whenever possible.
Living in a high-rise flat may be ideal for some people, but it seems hazardous and stressful for certain vulnerable disadvantaged groups. When the lift fails, the rubbish chute is blocked, and there is inadequate space for children's play, then the elderly, the physically handicapped, and mothers with young children are placed at risk. Noisy, inconsiderate tenants place an intolerable burden on all others.
In planning future research close attention should be paid to selecting adequate control groups, particularly in the light of the sociological insights of Brown and Harris. 8 We need to understand more about the reasons for the rapid turnover of tenants in local authority housing and to learn how to identify those families able to adjust in some degree and even derive satisfaction from their accommodation as well as those likely to suffer adversely. D A G COOK Consultant senior lecturer in mental health H GETHIN MORGAN
